Abscesses of mtietastatic or cryptogenic origi -These may be streptococcal, or may be caused by a mixture of bacteria. Multiple treatment should be used until bacteriological results are available, after which it may be possible to continue treatment with a single drug.
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' Garfield, J, British MledicalyJournal, 1969 , 2, 7 (Accepted 12 September 1977 Effect of preoperative anaesthetic visit on anxiety JULIAN M LEIGH, J WALKER, P JANAGANATHAN Br-itishl Medical Journal, 1977, 2, 987-989 Summary Anxiety levels measured in patients who received preoperative reassurance about anaesthesia from a member of the hospital staff were significantly lower than those in a control group given no such support. Anxiety levels in patients who read a booklet designed to reassure about anaesthesia were less significantly reduced. Owing to the increasing work load in the operating theatre many anaesthetists can no longer afford the time to visit patients preoperatively. This study shows that either this trend should be reversed or the role of reassurer should be assumed by someone else, possibly the anaesthetic nurse. For optimal effect, the visits should be combined with use of the booklet. Unless such measures are taken, up to three million people each year may be being denied any form of reassurance before surgical treatment.
Introduction
Patients admitted to hospital for surgery naturally experience anxiety, and it has long been generally assumed that a preoperative visit by the anaesthetist reduces apprehension, parti-cularly concerning the outcome of anaesthesia. In our experience, however, with the increasing work load in the operating theatre, anaesthetists are finding less time to undertake such visits. Although medical problems may be dealt with by the surgical houseman, the absence of the anaesthetist's visit may be depriving the patient of a means of reducing preoperative anxiety. The object of this study was to determine whether the preoperative visit by the anaesthetist was of any value in alleviating anxiety, since its effect had not previously been measured quantitatively. We also hoped to discover whether a specially written booklet, About Your Anaesthetic, might be successfully substituted for these visits, or whether neither of these procedures had any effect on the patient's anxiety.
The comparative effects of a visit by an anaesthetist or a dose of pentobarbitone or both were investigated by Egbert et al,' and the sources of preoperative anxiety were studied by Norris and Baird.-Anxiety may be difficult to estimate,3 and the patients in those studies were assessed qualitatively as "anxious" or "non-anxious" on a subjective or objective basis. Ramsay,4 in a study of preoperative fear, used a similar objective-subjective impression approach to determine whether anxiety or fear were present or absent. Simple evaluations of this type rely on personal judgment, however, and do not permit fine discrimination, particularly of mild to moderate grades of anxiety. The Spielberger self-evaluation questionnaire5 remedies this and not only enables the patient to estimate the grade of his anxiety level himself but also enables underlying "trait anxiety" (part 1 of the questionnaire) to be distinguished from immediate "state anxiety" (part 2).
Trait anxiety is defined as a basic personality feature. We tested a group of workers in an office and found that they had a trait anxiety score of 34 7 H-4-6, whereas a group of patients attending a psychiatric outpatient clinic had a trait anxiety score of 46 7 11 -6. A group of surgical patients tested 24-48 hours postoperatively had a state anxiety score of 29 5 4-2.
Patients and methods
The patients were divided into three groups. In group A state anxiety was assessed before and after a preoperative visit by a representative of the anaesthetist; in group B it was evaluated before and after reading the booklet; and in group C (the control group) it was assessed at similar time intervals to those in groups A and B, but without the patients being visited by the anaesthetist or given the booklet to read.
To obviate possible bias caused by patients exchanging views or circulating the booklet between the groups we constructed the three groups separately in the order C, A, B from consecutive patients admitted to the relevant wards.
The patients were aged 20 to 60 years, and all had previously had anaesthesia with no ill effects. All were undergoing minor or intermediate procedures, and no operation was for malignant disease. There were equal numbers of men and women in each group. The patients agreed to complete the questionnaires but were not told specifically that we were studying the effects of different managements on anxiety. The two assessments were carried out on the day of operation, well before premedication.
QUESTIONNAIRES
The first assessment consisted of the Eysenck personality inventory and the Spielberger self-evaluation questionnaire.
Eysenck personality inventory-This evaluates personality in terms of scores for neuroticism and extraversion, together with a "lie" score, which equates with "tendency to exaggerate." This inventory was used to check each group for consistency in personality profile.
Spielberger self-evaluation questionnaire-Part 1 enables basic personality trait anxiety to be evaluated on a 20-80 score and was used to check the consistency of the groups. Part 2 enables the state anxiety operating when the questionnaire is completed to be evaluated on a 20-80 score. This was the principal measurement in the study.
The second assessment consisted of part 2 of the Spielberger questionnaire only.
BOOKLET
About Your Anaesthetic consists of 10 pages with about 75 words per page. It was designed to give reassuring information about preoperative preparation, anaesthesia and its safety, the function of anaesthetists, and what to expect postoperatively.
EXPERIMENTAL PROCEDURE
All patients completed the questionnaires in the first assessment. Those in group A were then visited by "someone from the anaesthetic department" (JW). He gave them the same information that was in the booklet but also discussed matters that were of concern to individual patients. The visit was limited to 10 minutes and contained no physical examination. Group B patients were given the booklet to read, and group C received no information. After about three hours all the patients completed part 2 of the Spielberger questionnaire.
Results
All data were analysed with the use of non-parametric ranking tests. Within-group comparisons were made with Wilcoxon's test BRITISH MEDICAL JOURNAL 15 OCTOBER 1977 (the non-parametric t test). Between-group data were analysed with the Kruskal-Wallis test (the non-parametric analysis of variance).
There were no significant differences in basic personality indices between the three groups. The respective mean Eysenck personality inventory scores for groups A, B, and C (± SD) were as follows: for extraversion 10 2 + 3 1, 10 0 + 3 9, and 11 1 ± 4-6; neuroticism 9 8 ± 3.5, 10 4 + 4 5, and 12 3 ± 5 3; and lie 1 6 + 0-9, 1 4 + 0-8, and 1 6 ± 10. The respective mean Spielberger trait anxiety scores were 35 3 + 6-3, 38 0 + 61, and 36 9 ± 81.
The table gives the Spielberger state anxiety scores. The scores in the first assessment showed no significant difference between the groups (Kruskal-Wallis test statistic H= 1 547, significance limits 0 9-0-95). Every patient in the study showed a decrease in state anxiety level between the first and second assessments; on average the reduction was A > B >C. Mean Wilcoxon's test showed that the decrease in anxiety in the controls was not significant (P >0 1). The fall in group B was significant at the 20 level, and the fall in group A was significant at the 1 ,' level. A between-group analysis was carried out on the rating differences obtained from the two state anxiety questionnaires. This gave rank sum of group A =268 (12 ratings); rank sum of group B= 1641 (12 ratings); and rank sum of group C = 959 (eight ratings). The KruskalWallis test statistic was H =7 59 with significance limits of between 0-025 and 0-01, which showed that the different managements produced a significant difference in the reduction of state anxiety between the three groups.
Analysis of the first questionnaires showed that the initial state anxiety scores were consistently high. The second questionnaires showed clearly that a preoperative visit from the representative of the anaesthetist decreased anxiety. They also showed that the booklet was less effective, and that, although there was a decrease in state anxiety among the controls over the same interval, it was not significant. Thus the controls, who received the management prevailing at the time of the investigation, suffered most state anxiety in the preoperative period.
Discussion
This trial confirmed the clinical view that a preoperative visit by the anaesthetist is beneficial to the patient. The improvement in state anxiety was not necessarily a result of reassurance given solely about anaesthesia, however, as a booklet containing the same information was less effective than the visit.
Since the personal visit was carried out by a non-anaesthetist, patients in group A received no more actual medical information than those in group B. Thus the main effect of the visit was to introduce patients to a sympathetic person who could adopt the reassurances to suit each individual. Presumably similar or increased reductions in the levels of preoperative apprehension would result from talking to the anaesthetist himself, as he is not only sympathetic to personal problems but also understands matters relating to each patient's condition.
It has been estimated that the number of anaesthetics administered in hospitals rose from 1-55 million in 1961 to 2 51 million in 1972,6 and on this basis the number given in 1977 should be about 3 million. This increase in work load has been met in two ways: firstly, there has been an increase in the number of anaesthetists, and, secondly, the theatre commitment of many individual anaesthetists has been increased to a maximum. Thus in many hospitals the traditional practice of preoperative visiting by anaesthetists is virtually precluded, and patients remain anxious until hypnotics, sedatives, tranquillisers, or narcotics are administered for premedication; even then, such treatment may be ineffective.
Egbert et all suggested-that patients who had received information during a reassuring, personal visit coped better with preoperative and postoperative stresses and experienced less pain and required fewer analgesics postoperatively, thus implying that recovery was speedier. Cartwright, 8 however,  showed that the successful application of medical expertise depends partly on the patient's feelings about the hospital in which he is being treated and the medical personnel with whom he has contact.
Our findings showed that either the trend away from preoperative visiting by anaesthetists should be reversed or the reassurer's role should be assumed by someone else. In the USA this role is undertaken by the nurse anaesthetist,9 and perhaps in Britain it could be assumed by anaesthetic nurses, escort ard recovery room nurses, or even operating theatre nurses, as advocated by Welsh and Richardson.'0 Although we felt that the provision of a cheaper alternative such as the explanatory booklet was reasonable, our study showed that in its present form the booklet was not an adequate substitute for a personal visit even though it did significantly decrease state anxiety levels.
The problem is probably best resolved by using a booklet to provide basic information, and then following this with a visit from an anaesthetic nurse, who can provide more personal reassurance. This combination of both kinds of support is the one most likely to provide an effective reduction in preoperative anxiety.
